On the surface, it would seem that certified registered nurse anesthetists (CRNAs) and occupational health nurses have little in common. One works in the more "traditional" health care environments, especially the operating room, and the other works in a wide variety of industrial setti ngs. Yet, both specialists have much to contribute to each other, not least of which is in terms of advice and consultation in a number of specific areas.
This article will introduce the nurse anesthetist and illustrate how CRNAs can lend their expertise: by offering sound advice; by helping the occupational health nurse explain difficult concepts to employees concerning anesthesia; and by presenting ways to prevent potential problems in trauma situations.
WHAT IS A NURSE ANESTHETIST?
A nurse anesthetist is a registered nurse who has specialized in the administration of anesthesia on a postgraduate level in one of some 150 accredited schools of nurse anesthesia located throughout the United States. The minimum length of study is 24 months, although some of the university-affiliated programs have expanded their curriculum content to offer bachelor's and master's programs.
Nurse anesthesia education builds upon prior nursing experience and preparation. RNs are required to have at least one year of experience as a professional registered nurse, prefer-ably in critical care areas, prior to admission to a nurse anesthesia program. In addition, two thirds of a nurse anesthetist's education focuses on cli nical instruction-the student must participate in at least 450 actual cases which range from general surgery to surgery in such specialty areas as ophthalmology, otolaryngology, neurosurgery, pediatrics, cardiology, organ transplantation, and oncology.
Once the student nurse anesthetist has completed the program, he or she must take a national Certification Examination for initial certification. Successful completion of this examination, which is administered twice a year by the Council on Certification of Nurse Anesthetists, is the final step in becoming a Certified Registered Nurse Anesthetist (CRNA).
After a CRNA enters practice, his or her education continues. In fact, as early as the 1960s, nurse anesthetists were engaged in a voluntary continuing education program. Today, they participate in a mandatory continuing education program-the first nursing specialists to do so. As one requirement of recertification, a CRNA must acquire a minimum of 40 continuing education credits every two years.
Nurse anesthetists are directly involved in the pre-anesthesia assessment of the patient, the actual administration of the anesthetic (en-Occupational Health Nursing, January 1983 compassing fluid and electrolyte management and an awareness of drug interactions), and the monitoring of patients in the postoperative period. The science of anesthesia continues to grow in precision and sophistication. The post-space age advances in technology have given us outstanding devices for accurate monitoring, allowing more high risk patients than ever before to be safely anesthetized.
Nurse anesthetists use inhalation, intravenous and regional block techniques to induce anesthesia. CRNAs also perform various admi nistrative duties and are involved in teaching, clinical practice, research and study. Many CRNAs serve as directors or advisors in recovery rooms, respiratory therapy departments, intensive care units and trauma services.
HISTORY OF NURSE ANESTHESIA
Anesthesia, recog nized as a major American contribution to medicine, began with the first successful demonstration of ether in Boston in 1846. 1 Nurses, students, dentists, specialists in other fields, and "custodians" were all called upon to be "etherizers." It became obvious to surgeons that the skills of professional nursing and the knowledge of anesthetics combined in the "nurse-anesthetist" brought safety and competence to this function that provided a relief of pain.'
In 1900 at the Mayo Clinic in Rochester, Mi nnesota, nurse anesthetist Alice Magaw documented the administration of 1,092 cases of anesthesia using a primitive mask with "two thickness of stockinette." She reported that she had both "ether and chloroform ready to give, whichever was indicated by the condition of the patient." By 1904, the total had gone to 11,000 and by 1906, more than 14,000 anesthetics had been given there without a single death directly att ributed to the anesthesia.
A typical early apprenticeship is exemplified by Agatha C. Hodgins, RN, who later went on to found the American Association of Nurse Anesthetists. In 1908, she was selected by 24 George Crile, MD, of the Cleveland Clinic in Ohio, to be trained as his anesthetist. According to his notes, Miss Hodgins and I had our own experimental school. In order that she might become familiar with the symptoms of death, I started her to work administering anesthetics to rabbits and dogs. From anesthetizing rabbits, she learned to anesthetize young babies. Her skill in amusing them with toys or my watch while she allowed the gas to play gently over the child's face until the sandman closed his eyes and he slipped back on the pillow was extraordi nary. ) Before World War I, there were few formal postgraduate programs for nu rse anesthetists. Most were trained by special arrangement at some of the larger teaching institutions. The increased need for nurse anesthetists during the war years sparked greater interest in the profession. And, as their numbers grew, nurse anesthetists realized the need to establish a permanent society promulgating the growth of the profession, setting standards for education, and ensuring optimal practicelevelsforthesafe administration of anesthesia to the patient.
Thus, it was on June 17,1931, that a group of 40 nurse anesthetists met in a classroom of the Lakeside Hospital in Cleveland, Ohio, under the direction of Miss Hodgins. Their objective? To organize a national association of nurse anesthetists. Today, more than 50 years later, the AANA represents some 20,000 CRNAs nationwide.
THE CONTINUITY OF CARE
The CRNA and the occupational health nurse each have distinct areas of expertise that can be mutually beneficial to those individuals who require their services. Indeed, once a misadventure has occurred, the injured or acutely ill employee first comes in contact with his or her company nurse. The intervention of care, emergency airway management, first aid, and information gathering performed by the occupational health nurse are of value to the CRNA, for such fast and efficient emergency management is essential to the patient's continuity of care.
For example, an i nj ured worker who suffers acute trauma may have multiple intravenous catheters inserted by the occupational health nurse at the site of the accident. The occupational health nurse, by selecting large-sized intravenous lines and rapidly restoring blood volume circulation in shock victims, enables the CRNA to immediately proceed with the anesthesia management once the patient arrives in the operating room without having to replace existing IV lines. Thus, an anesthetic induction can begin without the added risks of hypotension and tachycardia or potential card iac arrest.
CRNAs further appreciate the attentive referral nurse who respects the significance of NPO status in all ill or injured employees, for every emergency situation can offer a potential candidate for general or local anesthesia. Although food or fluid that is ingested prior to the onset of pain or stress remains in the stomach, it is sti II mandatory that no further oral intake be allowed.
TRANSFERRING PATIENT INFORMATION TO THE ANESTHETIST
The occupational health nurse usually has access to the most complete medical and surgical history of his or her employee-patients; this information can be life saving to the individual who may face anesthesia management. Endocrine disorders, allergies, drug therapy plans, steroid dependence, asthmatic and pulmonary treatment, and family histories are a few of the many items of information that can prevent an anesthetic complication.
Many patients en route to emergency surgery and anesthesia may have never been hospitalized before and likeWise may have never received an anesthetic. Familial blood dyscrasias, multiple blood transfusions for non-surgical diseases, and family Incidence of malignant hyperpyrexia are elements of information that can become permanently recorded in each employee's health file. Such information can then be immediately transferred to the emergency room and to the anesthetist. Every anesthesia provider would be delighted to have a valid patient history whenever an accident situation develops.
Realizing that one occupational health nurse can be faced with an industrial accident involving many employees at the same time, I wish to address informality in reporting valuable information. Whether the information is transferred by telephone to the receiving hospital, by short forms such as accident check lists, or by handwritten notation identifiable with the injured patient, the nurse anesthetist is always pleased to have the information, and the patient's successful management can be more effectively secured.
WHAT HAPPENS IN THE OPERATING ROOM?
To enhance the continuity of care between an industrial site and an operating room, the CRNA can serve as a valuable team contributor by acting as consultant, lecturer and/or inservice educator. An introductory program explaining anesthesia sequences, the course of administering anesthetics in general, and the management of patients during and following the operative procedure could provide the occupational health nurse with solid factual information to share with his or her employeepatients at such times when fear and anxiety provoke the employee to ask questions. For example, we know that the informed, comforted patient who receives support and confidence from his referring nurse produces less catecholamines and hence has less tachycardia than does the scared patient in pain who receives a "pat on the head" and the dictum "don't worry."
Every patient wonders if his anesthetic sleep will be followed by wakefulness. Most patients think they will be alone during their sleep, and many have no idea that ventilatory support by respirators can greet them when they awaken to a realization of sur-gical pain in an unfamiliar recovery area. An injured patient facing surgery should first know that pain will cease while he sleeps comfortably. He should be aware that monitoring devices are routine aids in anesthesia management and do not of themselves denote "critical" conditions. The CRNA provides quick, expedient relief of pain and onset of sleep, and supports and protects all life functions during the course of the operation.
The anesthetist never leaves a patient alone. The CRNA provides constant vigilance to the patient throughout the surgical procedure by monitoring all vital signs, assisting ventilation, and maintaining fluids and electrolytes. The CRNA also escorts the patients to the recovery room after surgery and remains in attendance until the patient's condition is satisfactory and care can be assumed by postanesthesia personnel. An anesthesia provider is available to the patient in the recovery area until he or she is awake and/or can be transferred to another care area such as an intensive care unit or a surgical care ward.
CHOICE OF ANESTHESIA
People hold many misconceptions about anesthesia. However, good, simple information can serve as a preventive aid when patients are experiencing threatening episodes of injury and fear. For example, many employees visit their professional health nurse prior to planni ng elective minor and major surgery. The employee looks to the occupational health nurse for direction and advice. The decision to request local or regional block anesthesia rather than general anesthesia is often never addressed by patients. They are frequently not aware that methods other than general anesthesia can provide safe comfort, a successful operation, a shorter hospitalization, and result in fewer risk factors. Anything that decreases an employee's personal disability time can be beneficial to all levels of working and living relationships. Thus, he or she should be HUFFMAN informed of the available possibilities.
Along with the more traditional forms of anesthesia, let us not forget other elements of pain control provided by CRNAs such as hypnosis. Effective means of stress reduction, habit alteration, relaxation, and behavior modification are always under investigation by health care professionals. Many CRNAs have a postgraduate specialty in this area and can provide information and referral to occupational health nurses when there are employee needs. Smoking control and weight loss are areas where therapy can be provided by hypnosis. Certainly, the value of selfhypnosis and relaxation is appreciated by professional nurses who experience stress and fatigue in their own work environments.
Deciding which specific anesthetic method is to be used is ultimately up to the surgeon and the anesthetist, but many patients who dreadfully fear "going to sleep" can be made aware of alternate anesthetic courses that often allow them to seek surgical relief from aggravating physical problems. Learning more about anesthesia and surgery is often the best motivating factor to individuals who work hard, go home fatigued and frequently postpone that special "health improvement" project they intellectually know is needed.
COMMON MANAGEMENT CONCERNS
Hypertension and pulmonary problems are two significant risk factors that cause concern when the otherwise active functional individual encounters an episode of appendicitis or a limb fracture which interrupts his or her routine lifestyle. Information on exercise programs, good nutrition, restrictive salt intake, weight loss, and tobacco use can be greatly appreciated when combined with patient! employee education programs related to anesthesia. Inservice programs such as this can be directed to occupational health professionals or to employee groups via mini-seminar sessions and/or newsletters.
Alcohol and drug abuse are com-\!URSE ANESTHETIST mon management concerns, equally shared by occupational health nurses and CRNAs. We read numerous reports of industrial profit loss due to absenteeism, often the result of poor health, and know that the risk of accidents and injuries is always greater when safety guidelines are neglected due to chemical influences. Frequent use of tranquilizers and hypnotics. along with substantial intake of stimulant agents such as caffeine and amphetamines. is of concern to anesthetists. Let us not forget that intelligent adults at all income levels may avail themselves to casual, regular use of "street drugs" which can be most threatening to an otherwise stable anesthetic regimen. Information provided by the health nurse on the patient's use of drugs can be helpful to the CRNA in preanesthetic evaluation of the patient. And, on the other hand, the occupational health nurse can set up employee programs to address these problems. Because the occupational health nurse often serves as counselor, referral agency, spiritual advisor and crisis manager. his or her em phasis on these health problems can often encourage employees to seek information and guidance. The CRNA can serve as a consultant to tailor information specifically to an employee's habits or abused substance history. While wearing many professional "hats," the occupational health nurse in practically any industrial setting may occasionally be found in the role of triage nurse. The importance of efficient physical assessment is evident, and the evaluation of circulation 26 and respiration has the highest priority. CRNAs are often asked to assist in teaching airway management and refreshing nursing skills in resuscitative measures. These review sessions are just as rewarding for anesthesia providers as they are for the participants, for indeed when ourcolleagues manage acute trauma episodes with comfort and success. superior conditions exist when trauma victims arrive in the operating room.
Very often, the misconception of the patient's need for endotracheal intubation can be the first complicating event. Airway management and oxygen therapy, properly administered in patients who do not require immediate intubation, can be far superior to inappropriate and/or injurious laryngoscopy performed in less than ideal situations. Exact endotracheal tube size, uninterrupted ventilation, proper security of the tube position, and validation of bilateral breath sounds are all maneuvers of the utmost importance to the injury victim, who is unconscious or so severely injured that airway quality cannot be maintained by mask. The evidence or occurrence of vomiting and aspiration is another situation where pertinent information transferred from the occupational health nurse to the nu rse anesthetist is vital in avoiding further complications.
CONCLUSION
On the surface. our two specialties share two distinctions. Both are identified by long titles and both practice in areas which are relatively isolated from the public. And, while an operating room and a manufacturing plant physically appear unrelated, the professional interrelationship between both specialties has a common focus. The nurse anesthetist never loses sight of the pharmacology, pathophysiology, and techniques or procedures necessary to maintain and/or restore life quality of every patient who experiences anesthesia management. The CRNA has true appreciation for the management of health, illness and trauma provided by our occupational health nurse colleagues that prepares every candidate for his or her operating room experience.
With such a close association of goals and objectives, it is easily understood that nurse anesthetists and occupational health nurses have much in common. We share the respect as contributing resource members of the health care team. We know the philosophy of professional learning, patient teaching, and acute care management that stimulates our interest, perfects our excellence. and promotes the personal and professional growth that makes each of us proud of our specialties.
